General
"The Out-Patient Department has grown enormously, from 86,480 per year to 137,789 per year in seven years. This is mainly an increase in casualty patients, which comprises those who are supposed to require temporary treatment for diseases or injuries of a trifling character -120 patients were seen for 35 seconds each on one morning." This quotation is from an article about St. Bartholomew's Hospital, published in 1869, and it appears in the Casualty Study of the Nuffield Provincial Hospital Trust (19) .
A King Edward's Hospital Fund Study in 1912 (19) points out: "There is no fixed definition [of casualty] common to all hospitals, but it usually includes cases which are either too urgent or too trivial to be referred to the Out-Patient Department proper 'at the hours of attendance for the visiting staff. During the past century, there has been no perceptible advance or refinement in the matter of definition,and General Hospital Casualty-Emergency Departments are called on to deal with all requests for unscheduled treatment, from the most serious to the most trivial." Not all patients who attend a Casualty Service are 'true' emergencies, whatever definition may be adopted. Since there seems to be no logical or practical way of preventing them from coming to the door, any Casualty Service has the alternative of referring 'non-emergencies' to a 24-hour 'walkin' facility or of carrying out their treatment within the Casualty Department.
Attendance at the Winnipeg General Hospital Emergency Department has beeñ "countries in which there are no longer any medical indigents this non-emergency role for the Casualty Department may assume increasing importance.
It would be unwise to assume that this trend will be halted or reversed. This gives added importance to the need for factual study and evaluation of Psychiatric Emergency Services, which at present provide almost the only 'walk-in' psychiatric care available.
Sex
The work of Miller (17), Ungerleider (27), Errera et al. (8) , Schwartz and Errera (22) , Atkins (1) , and Chafetz et al. (6) , shows a predominance of females in Emergency Room populations. Errera et al. (8) and Weinerman et al. (28) report a higher proportion of females than in the general population. No studies were encountered which showed a predominance of male patients among psychiatric emergencies. Chafetz et al. (4) found two dominant groups in the patients they studied: young females in their twenties and middle-aged male alcoholics.
.

Marital Status
An excess of divorced, separated and single people in Emergency Room populations would be anticipated and the literature supports this expectation. The Yale Study on psychiatric and non-psychiatric Emergency Room" patients, by Weinerman et al. (28) , showed a higher proportion of single, divorced and separated patients than in the census population. Miller (17) , confining his statement to female psychiatric emergencies, found more single and fewer married patients in the Emergency Room group as compared with an outpatient group. Of the Emergency Room 'returnees' in the same study, more than half were separated, divorced or widowed. O'Regan, in a General Hospital Psychiatric Service (20) found 55 per cent single, widowed or" divorced patients. Another General Hospital study by Errera et al. (8) showed that 36 per cent of the males and 20 per cent of the females were single, while 27 per cent of the males and 20 per cent of the females were separated, widowed or divorced. Atkins (1) found that only 55 per cent of his Emergency Room psychiatric patients were married and living with their spouses.
Age
The finding by Chafetz et al. (4) of a significant excess of young females and middle-aged male alcoholics has already been mentioned. Miller (17) found that Emergency Room patients tended to be younger than those attending Psychiatric Outpatient Departments. Ungerleider (27) demonstrated a preponderance of patients in their 30s with only 8 per cent of patients over 69. Other authors (22, 20, 28, 5, 11, 6, 4, 14) found that the incidence of emergency psychiatric referrals declined with advancing age. Compared with the general population, there appears to be an over-representation of both psychiatric and non-psychiatric emergency patients ill! their twenties and thirties and an underrepresentation of people over sixty. Possible reasons for this difference are discussed later.
Time of Arrival at Hospital
There is evidently a wide variation among different hospitals in the number of patients presenting at different times of the day. This is most obvious if we examine the relative numbers of psychiatric emergency visits presenting between midnight and 8: 00 a.m.: Ungerleider (27) reported 8 per' cent; Coleman and Errera (7) 
Residence
Atkins (1) shows that psychiatric emergency patients were less likely to live within the city limits than were ordinary psychiatric outpatients and clinic patients. However, most Emergency Room patients studied by Weinerman et al. (28) came from the inner city area adjacent to the hospital.
Diagnosis
It is difficult to compare the findings in different studies because of idiosyncratic simplifications of nosological groupings: neurotics are occasionally included with personality disorders, acute alcoholics with chronic alcoholics and with chronic organic brain syndromes due to alcoholism.
It is suggested that some attempt at uniformity of broad diagnostic groupings be made -a good model for which might be that of Chafetz et al. (4) .
The figures given in the literature for the proportion of 'psychotics' in emergency psychiatric populations vary from 18.7 per cent by Jacobson et aI. (13) (4, 23, 20, 22, 6) . It is impossible to obtain from the literature a consistent figure for the patients with a primary diagnosis of personality disorder. In their study of several general hospitals, Chafetz et ai. (4) found that 25 per cent of patients had character disorders. Jacobson et al. (13) reported that 28.2 per cent were personality disorders.
Source of Referral
The walk-in clinic study by Strickler et al, (26) indicated a marked change in referral patterns over the first eighteen months of operation. The percentage of professional referrals rose while that of self-referrals fell. The rates of referral by medical doctors are not always reported, but a figure of 10 per cent was reported in the study by Ungerleider et al. (27) 
Disposition
Miller (17) , in a General Hospital Study, found that Emergency Room psychiatric patients were more likely to be hospitalized than psychiatric Outpatient Department patients. The figures for hospital admissions of emergency psychiatric patients vary from 16 per cent to 43 per cent (17, 5, 21, 20) . Two Home-Visiting Services dealing with psychiatric. emergencies give admission figures of 40 per cent (9) and 52.1 per cent (3). The number of patients referred back to general practitioners after brief treatment in the Emergency Clinic or referred to the Psychiatric Outpatient Department, is variable. This topic is well covered by Kaminker and Littlestone (15) .
Methodology
Special mention should be made of the methodological problems encountered in studies of psychiatric emergencies. This was one of the most noteworthy aspects of the study reported separately. The difficulties in Vol. 16, No. 2 carrying out a retrospective study of an emergency service, based on ordinary clinical records, were greater than had been anticipated. It was not, of course, expected that refined clinical data could be extracted, and inconsistent and idiosyncratic diagnostic labelling and variations in the range and' detail of clinical information were anticipated. In addition, however; the accuracy of some of the simplist data specifically required by prepared forms, for example, the classification of 'brought in by', is questioned. Even the simplest measure in the entire study, namely the total patient visits, could not be ascertained precisely. Schwartz and Errera (22) , Scawarz and Tyhurst (23) and Ungerleider (27) comment on similar problems in Emergency Room records.
The first conclusion from this is that much greater attention must be paid to setting up in advance adequate ongoing systems for recording information, with emphasis on selecting the specific data to be recorded, devising clear and unambiguous documentation, and clearly identifying and adequately indoctrinating the responsible personnel. This has since been done for the Psychiatric Emergency Service here and will be described separately.
The other major problems are those of retrieval, sorting and correlation of data. This had to be carried out entirely by hand in the study. It covered a very short period of time, dealt with only a few simple indices and has produced only limited information; by contrast, the labour involved' merely in gathering and processing the data was disproportionately great, and in future studies of this kind would be prohibitive. Weiner-.rnan et al. (28) , on the basis of previous experience, developed a practical method of data recording, but they comment on the difficulty of adhering to a rigorous sampling plan.
The second conclusion therefore is that as much data as possible must be recorded in a format which allows for computer storage, retrieval and analysis. This, of course, raises special problems in any clinical setting but especially in emergency departments, which have not traditionally been geared to compulsive and orderly clerical procedures.
